that is minimally invasive. It has been shown to produce promising results, and to date, remains the preferred treatment method for selected paediatric femoral shaft fractures.
M E TH O DS
A
METHODS
A total of 15 patients aged 5-15 years with diaphyseal femur fracture were selected for the study. The patients' fractures were stabilised with flexible intramedullary nails through lateral entry alone. After a minimum follow-up period of six months, the outcomes were analysed.
fill 80% of the medullary cavity: (4) None of the patients required postoperative immobilisation.
By the middle of the first week, the hip and knee were mobilised; this was well tolerated by all patients. Postoperative radiographs taken revealed satisfactory reduction. Prophylactic oral antibiotics were administered for up to one week after surgery, and there were no cases of infection. Prior to discharge, patients were clinically assessed for pain at the entry site, range of motion, rotational alignment and discrepancies in limb length. They were also advised on quadriceps strengthening and discharged after suture removal. Periodic reviews were conducted every two weeks to assess functional outcome and osseous union. Radiographs were also taken at regular intervals to screen for callus.
The results were tabulated according to Flynn and Schwend's scoring criteria. (5) Based on this criteria, 'excellent 
RESUlTS
Postoperative radiographs revealed satisfactory reduction in all patients (Fig. 3) . By the end of the first postoperative week, full range of motion of the hip and up to 90° of flexion at the knee were noted in the patients. Further flexion of the knee caused entry site pain, which was more intense in patients whose nail tips were bent. By the end of the second week, the range of motion at the knee significantly improved up to 120°. LLD of 1 cm, measured from the anterior superior iliac spine to the medial malleolus on the affected side and compared with the normal limb, was noted in two patients.
Rotational malalignment was checked by comparing the internal and external rotations of both limbs. None of the patients showed any anomaly.
At four weeks after surgery, radiographs of the patients revealed the presence of callus around the fracture (Fig. 4) .
Of the 15 patients, 14 regained full range of motion of both the hip and knee. One patient had entry site pain and difficulty in extreme flexion of the knee, likely due to the bent nail tip. LLDs that were observed earlier persisted. All the patients had full power of the quadriceps. There was no rotational malalignment or any other late onset complications in any of the patients. Quadriceps strengthening was continued and weight bearing was restricted until radiological union was seen.
By six weeks, all the patients had full range of motion and no associated pain. Among those who previously had LLDs, one had further shortening of up to 1.5 cm and that of the other patient remained at 1 cm. No angulations at the fracture site were noticed during follow-up. Union was achieved within a mean duration of 7.5 weeks (range 7-9 weeks).
Upon union of the fractures, all the patients were allowed to bear weight with assistance and under supervision, and this was well tolerated by the patients. Those who continued to have shortening were prescribed raised-heel footwear.
By postoperative week 12, all 15 patients had returned to pre-injury status. Further follow-up revealed one patient with a limb lengthening of < 1 cm. One patient had another episode of trauma six months after surgery and sustained refracture to the None of our patients obtained poor results (Table I) .
DISCUSSION
Elastic stable intramedullary nailing was first described by surgeons in Nancy, France. (6) This technique is said to be ideal for the treatment of a transverse or short, oblique diaphyseal fracture with or without minimal comminution in a long bone.
The principle behind the technique involves bringing a trifocal buttressing effect in the medullary cavity, which is counteracted by the buttressing of the other nail. In our institution, we utilised the Nancy nailing technique until we encountered a patient with superficial abrasions, which prevented us from making a medial incision.
In that instance, the fracture was nailed through the lateral entry alone. As the results of this method did not show any deviation from those of the previous method in terms of postoperative rehabilitation, radiological union or weight bearing, we were prompted to utilise a similar operative technique as well as study whether lateral entry alone is sufficient to splint selective paediatric femur fractures.
In our series, this method was used only for stable fracture patterns, as described in the Nancy studies. (2) It was considerably easier to work with patients who were placed in a lateral position. Lateral entry nails provided enough stability so that there was no incidence of loss of reduction intra-and postoperatively. Nails of a similar size were preferred for most of our cases, although this was not necessary, as the nails were merely being used as intramedullary splints.
The number of nails can also be varied accordingly to give additional stability, as was done in one of our cases where the medullary cavity was packed with three nails. However, care
has to be taken to not make a very wide entry window, so as to prevent subsequent nail backout. Except for the shortening that occurred in two patients, no incident of collapse or angulation was noted in our series.
In terms of osseous union and return to normal activity, our results were comparable to those of other studies. (7) (8) (9) (10) (11) (12) Excellent results were evidenced in early mobilisation, weight bearing and return to normal activities among our patients.
The duration of surgery was also relatively short and the patients were comfortable with minimal scarring only on the lateral aspect. Biological fixation was achieved with the benefit of lateral entry alone, along with ease of implant removal. 
